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Who Should Fix the Bowel?
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Objectives: Infected aortic grafts involving the bowel call for concomitant vascular and general surgical skills. We sought to understand the outcomes of bowel surgery when performed by dedicated bowel surgeons as compared to vascular surgeons trained in general surgery for the treatment of infected aortic grafts.
Methods: From 2002 to 2015, patients were selected using Current Procedural Terminology codes for excision of infected abdominal grafts as well as repair of graft-enteric fistulas that required concomitant bowel surgery. Surgeons were grouped by vascular surgeons or bowel surgeons (including general, trauma, and colorectal surgeons). Patient comorbidities, hospitalization data, and follow-up were analyzed with univariate and multivariate regression analysis.
Results: Forty-four patients were treated for infected grafts with concomitant bowel involvement during the time frame studied. Eighty-one percent were male with a mean age of 75 6 10, an average time to presentation of 7.9 6 5.8 years, and a mean follow-up time of 2.4 6 2.9 years. The in-hospital mortality for this cohort was 30% (n ¼ 13). Arterial reconstruction occurred at the index procedure 51% of the time, with the most common arterial repair being an extra-anatomic bypass (n ¼ 35). Vascular surgeons performed their own bowel repair in 62% of index cases for this cohort (n ¼ 26). Looking specifically at the repairs performed, bowel surgeons were required to operate on multiple segments of the bowel in 50% of cases, while vascular surgeons had single bowel-segment injuries in 80% of cases (P ¼ .0489). More than half of the bowel repairs by vascular surgeons were primary bowel repairs (56%), whereas bowel surgeons performed repairs requiring resections and anastomosis in 67% of their patients (P ¼ .2). Vascular surgeons did have an overall higher bowel complication rate as compared to nonvascular surgeons (30% vs 18%), although it was Objectives: A 74-year-old man underwent endovascular aneurysm repair (EVAR) of a 5.0-cm infrarenal abdominal aortic aneurysm (AAA) with a stent graft. Endoleaks were not detected at the time of the completion angiogram. Follow-up aortic duplex study obtained 1 month later showed the presence of a small type II endoleak arising from the inferior mesenteric artery (IMA). The endoleak persisted and increased in size, with a subsequent sac diameter increase 3 years after EVAR. A follow-up computed tomography angiogram (CTA) showed the presence of type II endoleak, with retrograde filling by the IMA and connection to a complex network of lumbar vessels. The AAA sac increased in size to 5.8 cm. Decision was made to proceed with treatment to obliterate this endoleak. We describe a novel approach in treating a persistent type II endoleak related to the IMA and the lumbar outflow vessels using a simplified translumbar approach. Using TrackVision software, we were able to delineate the track to the level of the endoleak. The software program allowed us to access the endoleak through a translumbar approach. A threedimensional cone-beam CT scan without contrast injection was used to identify the location of the endograft to match the exact position of the endoleak noted on the previous CTA in the superimposed prone position. After the entry and target trajectories were identified using both of the fused data sets, the model and planned trajectories were then exported into the TrackVision software, creating a virtual needle track.
Methods: A 20-cm long, 18-gauge Chiba needle was used to access the endoleak cavity. Using progress and bull's eye views, we were able to track the needle into the endoleak. The endoleak was then visualized using contrast showing feeding of the endoleak through the IMA. This entire region was then coil embolized with a total of four 4-mm Â 3-mm Tornado Embolization Coils followed by one 5-mm Â 10-cm and two 10-mm Â 15-cm Nester Embolization Coils.
Results: After coil embolization the IMA was not visualized. The patient was seen in follow-up 1 month following the procedure with complete obliteration of the endoleak and decrease in sac size to 5.3 cm.
